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Objectives: The purpose of this study was to evaluate and describe
the normal anatomical diameter of infrarenal inferior vena cava (IVC),
common iliac, external iliac, and common femoral veins by intravascular
ultrasound (IVUS) imaging and correlate the results with clinical
parameters.
Methods: From February 2012 to December 2013, 656 ofﬁce-based
venograms were performed in our facility. Veins were measured intraoper-
atively using an IVUS catheter to record the diameters of the infrarenal
IVC, common iliac (proximal, middle, and distal), external iliac (proximal,
middle, and distal), and common femoral (proximal, middle, and distal;
Table). Patients were an average 6 standard deviation age of 67.33 6
13.99 years (range, 22-96). Data included 218 men, 438 women, 324
right lower extremities (RLE), and 332 left lower extremities (LLE), and
CEAP 1 (n ¼ 0), 2 (n ¼ 185), 3 (n ¼ 233), 4 (n ¼ 107), 5 (n ¼ 89),
and 6 (n ¼ 42).
Results: No statistically signiﬁcant correlation was found between the
diameter of the vein and age, gender, laterality, and CEAP score classiﬁca-
tion (P > .13).
Conclusions: By using the IVUS machine, we were able to deﬁne the
normal anatomical diameter of the IVC, iliac, and femoral veins.
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Follow-Up Compliance After Endovascular Abdominal Aortic
Aneurysm Repair in Medicare Beneﬁciariesy
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Objectives: Life-long imaging follow-up is essential to the safe and
appropriate management of patients who undergo endovascular abdominal
aortic aneurysm repair (EVAR). We sought to evaluate the rate of compli-
ance with imaging follow-up post-EVAR and to identify factors associated
with being lost to imaging follow-up.
Methods: We identiﬁed a 20% sample of continuously enrolled Medi-
care beneﬁciaries who underwent EVAR between 2001 and 2008. UsingTable. Diameter of veins and standard deviation comparing gender, laterality, a
Variable IVC area/SD PC area/SD MC area/SD DC area/SD PE area/S
Combined
data areas
256.31/81.83 148.54/68.37 151.11/63.05 164.79/69.18 121.64/50
Males 272.03/78.77 165.18/74.22 170.13/74.58 173.32/76.52 130.34/53
Females 248.95/82.31 140.29/63.84 142.12/54.68 160.79/65.19 117.61/48
RLE 253.90/83.65 156.53/68.92 154.06/61.37 153.792/61.39 118.13/50
LLE 258.59/80.36 138.06/66.55 147.91/64.98 174.78/74.42 124.40/50
CEAP 2 247.52/78.07 146.90/67.43 151.08/59.12 158.10/67.91 126.06/52
CEAP 3 251.61/75.35 143.76/65.31 151.44/65.59 173.15/71.56 114.11/47
CEAP 4 279.61/91.02 164/88.15 154.39/71.73 165.01/72.90 119.60/50
CEAP 5 267.12/82.90 150.36/61.29 152.5/55.98 164.09/63.30 138.09/51
CEAP 6 234.02/89.84 140.07/48.20 140.35/58.68 148.03/61.33 111.17/47
>Eastern Vascular Society
yNew England Society for Vascular Surgerydata through 2010 from Medicare Inpatient, Outpatient, and Carrier ﬁles,
we identiﬁed all abdominal imaging studies that might have been performed
for EVAR follow-up. Patients were considered lost to annual imaging
follow-up if they did not undergo any abdominal imaging study within their
last 2 years of follow-up. Multivariable models were constructed to identify
independent determinants of being lost to annual imaging follow-up.
Results: Among 19,962 patients who underwent EVAR, the inci-
dence of loss to annual imaging follow-up at 5 years post-EVAR was
50%. Primary independent determinants of lost to annual imaging follow-
up were advanced age of 75 to 79 years (hazard ratio [HR], 1.23; 95%
conﬁdence interval [CI], 1.15-1.32), 80 to 85 years (HR, 1.45; 95% CI
1.35-1.55), and >85 years (HR, 2.03; 95% CI, 1.88-2.20), and presenta-
tion with an urgent/emergent intact aneurysm (HR, 1.27; 95% CI,
1.20-1.35) or ruptured aneurysm (HR, 1.84; 95% CI, 1.63-2.08). Addi-
tional independent factors included several previously diagnosed chronic
diseases and South and West regions of the United States.
Conclusions: Annual imaging follow-up compliance post-EVAR in
the United States is signiﬁcantly below recommended levels. Quality
improvement efforts to encourage improved compliance with imaging
follow-up, especially in older patients with multiple comorbidities and in
those who underwent EVAR urgently or for rupture, are necessary.
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Use of “Fall-Back” Techniques for IVC Filter Retrieval Leads to 100%
Technical Success>
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Philadelphia, Pa
Objectives: Retrievable inferior vena cava ﬁlters (IVCF) left in place
for a prolonged period of time can lead to complications, including ﬁlter
migration, fracture, and caval thrombosis. “Fall-back” techniques for
IVCF retrieval that can be used when standard snaring is unsuccessful
have been recently described. The purpose of this study was to analyze
how incorporation of these new techniques impacted the outcomes of
IVCF retrievals at our institution during the past 5 years.
Methods: Data from all patients undergoing IVCF removal by
vascular surgeons at a tertiary academic medical center between 2009 and
2013 were collected, including demographics, procedural, and ﬁlter charac-
teristics. A standard technique of snaring the retrieval hook was attempted
ﬁrst in all cases; if unsuccessful, a number of “fall-back” techniques werend CEAP classiﬁcation
D ME area/SD DE area/SD CFV area/SD MCF area/SD DCF area/SD
.46 114.28/45.75 121.82/45.79 118.86/48.75 133.62/60.68 137.72/53.26
.07 124.96/50.21 132.56/50.94 127.447/51.54 135.52/53.79 143.41/53.55
.78 109.32/42.72 116.78/42.32 114.91/46.97 132.67/64.07 134.58/53.02
.29 115.90/48.30 124.30/44.22 121.50/49.45 133.86/59.01 133.23/51.17
.61 112.91/43.54 119.60/47.22 116.43/48.14 134.32/62.32 142.31/55.30
.04 119.59/47.97 119.48/42.90 116.18/43.92 129.53/49.93 125.04/61.94
.74 113.24/45.67 119.92/45.05 118.66/48.04 132.59/65.31 139.81/48.01
.54 111.55/42.49 123.02/39.87 121.12/55.81 125.35/57.42 139.02/58.33
.75 117.30/46.71 127.88/58.39 119.5/48.11 145.5/57.85 151.15/41.26
.16 95.76/38.56 125.73/47.54 123.35/54.41 147.42/72.70 125.34/62.16
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